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Introduction
Homelessness is a real social problem that pertains to all countries of the world. The number of homeless people in Poland in 2019 was determined as 30 330. One fifth of them are non-institutionalized homeless people [1] , who, according to the European Typology of Homelessness and Housing Exclusion (ETHOS), would fall into the category of "having no roof over their heads" [2] .
The homelessness phenomenon is getting better and better known, and the negative impact of homelessness on the health of people affected by it is well-documented in the literature, especially in the foreign literature [3] [4] [5] [6] . In Poland, relatively few studies have been devoted to the comprehensive approach to the heath care of homeless people [7] [8] [9] [10] . There is also a shortage of quantitative and qualitative studies concerning the problem of homeless people with mental disorders and behavioral disorders. It is even difficult to determine the size of the homeless people population in Poland having this problem.
Researchers emphasize frequent occurrence of mental disorders, including addiction to alcohol and other substances, among people who have no place of residence [11] [12] [13] [14] [15] [16] [17] [18] [19] . The occurrence of mental and behavioral disorders in homeless people is affected by living in stressful conditions, under constant threat, in high mental burden, insecurity, as well as loneliness and isolation to a large extent [20] [21] [22] [23] . The level of advancement of these disorders is correlated with the duration of a homeless person on the street [17] .
The International Classification of Diseases (ICD) [24] includes various mental health anomalies in F00 to F99 classification groups, including organic mental disorders, psychiatric disorders and behavioral disorders caused by the use of psychoactive substances, schizophrenia, mood disorders, neurotic disorders, personality disorders, mental retardation and other.
Homeless people living on the streets, bus stops, railway station areas, parks, garden houses, in dives, more rarely from hostels or night shelters are brought to hospital emergency departments. In the population of these patients, mental disorders and behavioral disorders are diagnosed apart from somatic diseases [25] [26] [27] .
Diagnoses of this category are disproportionately more prevalent in the group of homeless patients than in the general population [12] .
The Act on Mental Health Protection [28] specifies that the protection of mental health is provided by the government and self-government administration bodies and institutions established for that purpose. The associations and other social organizations, foundations, professional self-government bodies, churches and other religious associations, and self-help groups of patients and their families, as well as other natural and legal persons may participate in activities concerning mental health protection. However, for the homeless, especially those who do not use shelters, a large problem is not only the access to psychiatric care, but also, in the case of addicts, time-consuming and often ineffective drying-out procedures [29] . Most institutions for homeless people do not employ a psychiatrist [10] . In emergency departments, psychiatric consultations are usually provided when it is necessary to refer a patient to a psychiatric hospital. Therefore, there are no conditions or possibilities to perform tasks resulting from the act, i.e.: promotion of mental health and prevention of mental disorders among people being in situations posing a threat to their mental health, or above all to provide people with mental disorders with multi-leveled and widely available health care and other forms of care and help that are necessary for social functioning. The authors emphasize that there are numerous barriers in the access of homeless people to health care [29] [30] , and there is no doubt that homeless people's needs both in this area and as regards comprehensive health care are complex [31] [32] .
The aim of the study is to identify the most common mental and behavioral disorders diagnosed in homeless patients admitted to hospital emergency departments and to identify performed medical procedures including diagnostic and therapeutic measures in this range.
Material and method
The retrospective assessment was based on the analysis of admissions of homeless people to EDs in three hospitals located in the city of Bydgoszcz (Hospital No. 1, Diagnosis of F00-F99 category (mental and behavioral disorders) accounted for 23.3% of all diagnoses given to homeless patients immediately after the diagnosis of S00-T98 category (injury, poisoning and certain other consequences of external causes), whose percentage was 40.5%. Two-thirds of the diagnoses in F00-F99 category included mental disorders and behavioral disorders caused by alcohol use (F10, 67.34%), and one-tenth psychiatric disorders and behavioral disorders due to the alternate use of the above-mentioned agents (F10-F18) and other psychoactive substances (F19, 9.88%). Moreover, patients were diagnosed with specific personality disorders (F60, 5.84%), schizophrenia (F20, 3.82%), mild mental retardation (F70, 2.24%) and others. A detailed list of F00-F99 categories is presented in Table  3 .
The difference in the number of diagnoses in the F00-F99 category identified in hospitals was noted. Most diagnoses in this category were made in the Hospital No. Patients were qualified to the population of homeless on the basis of their registering as homeless persons during the registration process by the ED staff based on one of the three criteria: the definition of a homeless person in accordance with the Social Welfare Act, art. 6 point 8 [19] , information obtained from the patient and, in case of patients with a limited or no logical contact, recognition of the person as a homeless on the basis of external factors indicating the homelessness of the patient -hygienic condition, degree of scruffiness and the place from where the patient was taken by the emergency medical team (EMT).
Although it was impossible to objectively verify the category of homeless people treated in ED, it can be assumed that to a large extent it is a population belonging, according to the ETHOS typology, to the category of "having no roof over their heads".
During the study period, homeless people were admitted 3133 times to hospital emergency departments: 1368 to the Hospital No. 1, 1248 to the Hospital No. 2 and 517 to the Hospital No. 3, respectively. The vast majority of stays in a hospital was recorded for men (91.0%). The average age of patients was 46.8 ± 12.6 years. The average age of women was 43.6 ± 15.7 years, while men 47.0 ± 12.2 years.
The data was developed using the standard functions of the Microsoft Excel spreadsheet and the STATISTICA 10 statistical software package.
The study obtained the approval of the Bioethics Committee KB 410/2016 of 24.05.2016.
Results
The disease diagnoses were analyzed on the basis of the International Statistical Classification of Diseases and Related Health Problems ICD-10. A total of 3826 codes indicated by service providers as codes of the underlying disease were identified. In the group of 10 most frequently diagnosed diseases (Table 1) , 13.2% concerned diagnoses in the category of mental and behavioral disorders (F00-F99), while one tenth of those diagnoses constituted acute alcohol poisoning (F10.0). It was also the most common diagnosis among the study population. Other diagnoses in this category concerned addiction syndrome (F10.2) and withdrawal syndrome (F10.3).
Due to the diversity of ICD-10 diagnoses, which occurred mainly in individual cases, further analysis was made by grouping the diagnoses into the main categories of ICD-10 ( ED (2013 ED ( -2015 Source: Own calculations based on data obtained from hospitals ended with the admission to a hospital ward. In three cases, it was an internal medicine ward. An analysis of medical procedures performed in hospital emergency departments was carried out in the study population based on the International Statistical Classification of Diseases and Related Health Problems ICD-9. The analysis was carried out in persons whose stays ended with a discharge from ED (n = 2841). There were 10 402 ICD-9 medical procedures performed in 0-100 categories. Table 4 shows 5 most frequently performed medical procedures. They constituted 46.6% of all procedures. This group included a clinical-and-psychiatric assessment of the patient's mental condition, which accounted for 3.87% of all procedures.
Due to the diversity of individual medical procedures, further analysis was made by grouping the procedures into the main categories of ICD-9. Table 5 shows 5 most frequently reported main categories of ICD-9. One tenth of them was category 94 -Procedures related to mental condition. The vast majority (99.4%) were performed in the Hospital No. 1, while the remaining 0.6% in the Hospital No. 3.
Over one-third of this category constituted a clinicaland-psychiatric assessment of the mental condition (94.111). Psychiatric assessment of the mental condition was made in every sixth patient, and every seventh patient was referred to the outpatient psychiatric care ( Table 6 ).
Discussion of the results
There are no papers in the Polish literature describing mental and behavioral disorders in the population of homeless patients admitted to hospital emergency departments. Although care for homeless people has become an everyday routine in hospital emergency departments [33] [34] [35] [36] , while mental and behavioral disorders are relatively frequent among the homeless population, literature on this subject is very limited, especially in Europe. The study results present diverse data, and their analysis shows the complex nature of the problem.
As shown by the results of own study, homeless
Source: Own calculations based on data obtained from hospitals ICD-10 code Meaning Quantity %
A00-B99
Certain infectious and parasitic diseases 13 0.3
C00-D48
Neoplasms 14 0.4
D50-D89
Diseases of the blood and blood-forming organs and certain disorders involving the immune mechanism 7 0.2
E00-E90
Endocrine, nutritional and metabolic diseases 49
F00-F99
Mental and behavioral disorders 891 23.3
G00-G99
Diseases of the nervous system 167 4.4
H00-H59
Diseases of the eye and adnexa 19 0.5
H60-H95
Diseases of the ear and mastoid process 4 0.1
I00-I99
Diseases of the circulatory system 108 2.8
J00-J99
Diseases of the respiratory system 35 0.9
K00-K93
Diseases of the digestive system 46 1.2
L00-L99
Diseases of the skin and subcutaneous tissue 57 1.5
M00-M99
Diseases of the musculoskeletal system and connective tissue 35 0.9
N00-N99
Diseases of the genitourinary system 35 0.9
O00-O99
Pregnancy, childbirth and puerperium 16 0.4
R00-R99
Symptoms, signs and abnormal clinical and laboratory findings, not elsewhere classified 218 5.7
S00-T98
Injury, poisoning and certain other consequences of external causes 1550 40.5
V01-Y98
External causes of morbidity and mortality 268 7.0
Z00-Z99
Factors influencing health status and contact with health services 294 7.7
Total 3826 100.0 Table 2 . Disease diagnoses according to ICD-10 code in homeless patients admitted to ED (2013 ED ( -2015 patients admitted to EDs are mainly men in the so-called "their prime" with an average age of 47 years. That data coincides with that reported by other authors [37] [38] [39] [40] [41] . This reflects the demographic characteristics of the general homeless population, in which men are the vast majority, and the most numerous age group ranges from 41 to 60 years [1] . The data obtained indicates that the ICD-10 F00-F99 category: mental and behavioral disorders, including largely mental and behavioral disorders caused by alcohol use, is one of the main causes of homeless people admission to ED, right behind the S00-T98 category: injury, poisoning and certain other consequences of external causes, including mainly superficial injury of head. In authors' own research, diagnoses in these two categories Source: Own calculations based on data obtained from hospitals accounted for two-thirds of all diagnoses in homeless patients admitted to ED, 23.3% and 40.5%, respectively. Diagnoses concerning injuries and diagnoses related to the use of alcohol or other psychoactive substances and the diagnosis of mental disorders were also leading ones in the studies of other authors [37, [42] [43] [44] [45] [46] . According to Brown and Stergiopoulos, in patients admitted to ED, alcoholism often coexists with injuries, as well as other diseases associated with the use of psychoactive substances and mental disorders [26, 47] . In the study by Ku et al., the diagnoses of injuries in homeless patients in ED accounted for more than half of the diagnoses, with an addiction to alcohol or other substances accounted for one-fifth, while the diagnoses of mental disorders for onetenth of diagnoses [37] . Homelessness is inherently investigated with alcoholism [6, 15, 18, 20, 48] . The prevalence of alcoholism among homeless people has been well documented. It is estimated that it applies to 37.9% of homeless people [20] , and this percentage may be even higher among those chronically homeless [48] . In addition, mental disorders coexist with alcoholism in 10-20% of cases [49] . In authors' own research, two thirds of diagnoses in the F00-F99 category concerned diagnoses of mental and behavioral disorders caused by alcohol use.
According to the study conducted by Karac et al. based on data acquired from EDs in seven US states, half of the diagnoses in homeless people concerned mental disorders, while in every second patient disorders associated with alcohol use were reported [44] . In turn, Pearson reported that among the five most frequent diagnoses made in homeless patients in EDs, twothirds were related to alcohol intoxication and alcohol withdrawal syndrome [43] .
Sidorowicz in his research observed a very high percentage of people (92%) with various mental disorders [17] . The author claims that from 15 to 90% of homeless people may suffer from mental disorders and behavioral disorders due to homelessness. This is confirmed by other researchers. In the study conducted by Stenius-Ayoade et al. in a group of 158 homeless residents of shelters in Helsinki, only one-tenth did not suffer from any mental disorders [16] . Among the most common disorders, the authors mentioned: disorders associated with the use of psychoactive substances, including addiction to alcohol (58.9%) in the first place, narcotics (15.2%), as well as depression (19.6%) and other mental disorders (12%), personality disorders (9.5%), systemic and behavioral disorders (4.4%) [16] . In turn, in the study by Gałka carried out among the population of homeless people living in shelters in Poland, 84% suffered from personality disorders, and 86% were addicted to alcohol [18] . It is estimated that the phenomenon of double diagnosis, i.e. coexistence in one person of mental disorders and addiction to psychoactive substances occurs in one-fifth of the homeless [50] [51] . Other authors also underline the problem of drinking alcohol, as well as substitutes for alcoholic beverages among homeless people, associated alcoholism and the simultaneous occurrence of mental diseases [19, 42, 52] . The most frequent mental diseases include schizophrenia, depression and other affective disorders, psychoses, anxiety, and personality disorders [19] .
In the study by Savage, the most common medical diagnoses concerned addiction to narcotics (42.6%), depression (37.0%) and alcoholism (25.9%) [53] . The results of the authors' own research show that mental disorders caused by the use of psychoactive substances concerned every tenth homeless person. Personality disorders, schizophrenia, mild and moderate mental retardation as well as depressive disorders were also diagnosed in patients in EDs.
It should be emphasized that in the authors' own research, the vast majority of the F00-F99 (96%) category diseases was diagnosed in patients in a single ED. It was an institution which included the Psychiatric Admissions Ward in its structures. Almost all procedures classified as procedures related to mental condition (ICD9-94,
Wstęp
Bezdomność jest realnym problemem społecznym, który dotyczy wszystkich krajów świata. W Polsce w 2019 roku liczbę osób bezdomnych określono na 30 330. Jedna piąta to bezdomni pozainstytucjonalni [1] , których zgodnie z Europejską Typologią Bezdomności i Wykluczenia Mieszkaniowego ETHOS zaliczylibyśmy do kategorii "bez dachu nad głową" [2].
Zjawisko bezdomności jest coraz lepiej poznane, a negatywny wpływ bezdomności na stan zdrowia osób bezdomnych jest w literaturze przedmiotu dobrze udokumentowany, szczególnie w piśmiennictwie zagranicznym [3] [4] [5] [6] . W Polsce stosunkowo niewiele badań poświęcono kompleksowemu ujęciu ochrony zdrowia osób bezdomnych [7] [8] [9] [10] . Brakuje również badań ilościowych i jakościowych dotyczących problemu osób bezdomnych z zaburzeniami psychicznymi i zaburzeniami zachowania. Trudno nawet określić, jak dużej populacji osób bezdomnych w Polsce dotyczy ten problem.
Badacze podkreślają częste występowanie zaburzeń psychicznych, w tym uzależnienia od alkoholu i innych substancji, u osób pozbawionych miejsca zamieszkania 99.4%) were also performed in this unit. It can therefore be assumed that if psychiatric consultation is provided, the number of diagnosed mental disorders and behavioral disorders, as well as the procedures related to mental condition, would be much higher. This is alarming because it confirms a significant shortage of psychiatric care in a population for which it is necessary. The problem with the psychiatric care provision to homeless people does not only apply to Poland. Bines believes that less than one-third of homeless people with mental diseases are managed [54]. In turn, according to Hwang, care provided to homeless people is very diverse and dependent on local conditions [55]. Hwang noted that physicians in EDs who work with homeless people suffering from mental disorders may be unaware of the range of local psychiatric care services available to those patients [55].
Canavan gave a proposal that seems to be controversial. Due to the unlimited access of homeless people to hospital emergency departments, he suggested to consider comprehensive coverage of the homeless population with medical care within these units [12] . Taking into account that the diagnoses of F00-F99 category are one of the main reasons for admission to EDs, psychiatric care should also be provided in those departments. If financial resources are provided for this purpose and cooperation with social welfare is ensured, then such a solution could bring real benefits in terms of health care for this group of patients. That would be a step towards a systemic approach to psychiatric care among this population of patients, though undoubtedly very debatable.
Limitations of the study
The study had several limitations. Firstly, the data was acquired from hospital information systems (HIS) of hospital emergency departments of a single city, which in the years 2013-2015 constituted 1.4% of hospital emergency departments operating in Poland [56] . Secondly, the retrospective nature of the study could have translated into the quality of the data obtained.
With regard to homeless people, attention should be paid to the potential misselection of the study group. It can be presumed that the ED employees during the registration process did not always ask patients whether they were homeless, but they could be influenced by appearance stereotypes. Theoretically, this could cause exclusion from the study group of institutionalized homeless people, whose appearance often does not fall into the categories of perception of the homeless or due to incorrect qualification as a homeless person on the basis of the appearance of someone who does not belong to this group.
Although the data comes from the years 2013-2015, it seems that the characteristics of the population and the way of providing medical assistance to homeless patients have not changed. In spite of the limitations, the study provides factual material concerning mental disorders and behavioral disorders in the homeless population of patients admitted to hospital emergency departments.
Conclusions
1. Mental and behavioral disorders, including largely those caused by the use of alcohol, are one of the main reasons for homeless people admission to ED.
2. Most diagnoses of mental disorders and behavioral disorders as well as procedures related to mental condition are registered in facilities where there is a possibility to provide direct psychiatric consultation to patients.
3. Homeless patients suffering from mental disorders and behavioral disorders are rarely admitted to hospital wards for hospitalization.
4. Psychiatric care for homeless patients admitted to emergency departments is an ad hoc intervention and depends on the availability of a psychiatrist. There is no systemic approach to the problem, which translates into a shortage of psychiatric care in the population of homeless patients.
5. Providing homeless patients with access to a psychiatric diagnosis at ED level would affect the quality of psychiatric care in this population and could contribute to the improvement of mental health of homeless people. [11] [12] [13] [14] [15] [16] [17] [18] [19] . Na występowanie zaburzeń psychicznych i zaburzeń zachowania u osób bezdomnych ma wpływ życie w warunkach stresogennych, w stanie ciągłego zagrożenia, duże obciążenie psychiczne, braku poczucia bezpieczeństwa, a także w dużej mierze samotność i izolacja [20] [21] [22] [23] . Stopień zaawansowania tych zaburzeń jest skorelowany z czasem bytowania osoby bezdomnej na ulicy [17] .
Międzynarodowa Klasyfikacja Chorób [24] obejmuje różne nieprawidłowości zdrowia psychicznego w grupach klasyfikacyjnych od F00 do F99, w tym zaburzenia psychiczne organiczne, zaburzenia psychiczne i zaburzenia zachowania spowodowane używaniem substancji psychoaktywnych, schizofrenie, zaburzenia nastroju, zaburzenia nerwicowe, zaburzenia osobowości, upośledzenie umysłowe i inne.
Do szpitalnych oddziałów ratunkowych przywożone są bezdomne osoby bytujące na ulicach, przystankach, terenach dworców, parków, domków i altanek na działkach, w melinach, dużo rzadziej ze schroniska czy noclegowni. W populacji tych pacjentów oprócz chorób somatycznych rozpoznaje się zaburzenia psychiczne i zaburzenia zachowania [25] [26] [27] . Rozpoznania tej kategorii są nieproporcjonalnie częstsze w grupie pacjentów bezdomnych niż w populacji ogólnej [12] .
Ustawa o ochronie zdrowia psychicznego [28] precyzuje, że ochronę zdrowia psychicznego zapewniają organy administracji rządowej i samorządowej oraz instytucje do tego powołane. W działaniach z zakresu ochrony zdrowia psychicznego mogą uczestniczyć stowarzyszenia i inne organizacje społeczne, fundacje, samorządy zawodowe, kościoły i inne związki wyznaniowe oraz grupy samopomocy pacjentów i ich rodzin, a także inne osoby fizyczne i prawne. Jednak dla osób bezdomnych, szczególnie pozaschroniskowych, dużym problemem jest nie tylko dostęp do opieki psychiatrycznej, ale również, w przypadku osób uzależnionych, czasochłonne i często nieskuteczne procedury leczenia odwykowego [29] . Większość placówek dla osób bezdomnych nie zatrudnia lekarza psychiatry [10] . W szpitalnych oddziałach ratunkowych konsultacje psychiatryczne odbywają się najczęściej wtedy, gdy zachodzi konieczność skierowania pacjenta do szpitala psychiatrycznego. Nie ma więc warunków ani możliwości do realizacji zadań wynikających z ustawy: promocji zdrowia psychicznego i zapobiegania zaburzeniom psychicznym wobec osób znajdujących się w sytuacjach stwarzających zagrożenie dla ich zdrowia psychicznego, czy przede wszystkim zapewnienia osobom z zaburzeniami psychicznymi wielostronnej i powszechnie dostępnej opieki zdrowotnej oraz innych form opieki i pomocy, które są niezbędne do funkcjonowania społecznego. Autorzy podkreślają istnienie licznych barier w dostępie osób bezdomnych do opieki medycznej [29] [30] , a nie ulega wątpliwości, że potrzeby zarówno w tym zakresie, jak i kompleksowej opieki zdrowotnej wśród osób bezdomnych są złożone [31] [32] .
Celem pracy jest identyfikacja najczęstszych zaburzeń psychicznych i zaburzeń zachowania diagnozowanych w populacji bezdomnych pacjentów przyjmowanych w szpitalnych oddziałach ratunkowych oraz wykonanych procedur medycznych obejmujących zabiegi diagnostyczne i terapeutyczne w tym zakresie.
Materiał i metoda
Retrospektywna ocena została przeprowadzona na podstawie analizy pobytów bezdomnych pacjentów w SOR w trzech szpitalach zlokalizowanych na terenie miasta Bydgoszcz (Szpital nr 1, Szpital nr 2, Szpital nr 3). Analizowano dane zgromadzone w szpitalnych systemach informatycznych klasy HIS (Hospital Information System) dotyczące pobytów bezdomnych osób w szpitalnych oddziałach ratunkowych w latach 2013-2015.
Podstawą zakwalifikowania do populacji pacjentów bezdomnych było zarejestrowanie pacjenta jako osoby bezdomnej podczas procesu rejestracji przez personel SOR na podstawie jednego z trzech kryteriów: w oparciu o definicję osoby bezdomnej zgodnie z ustawą o pomocy społecznej, art. 6 pkt 8 [19] , informacji uzyskanej od pacjenta oraz, u pacjentów z ograniczonym lub niemożliwym do nawiązania logicznym kontaktem, uznanie osoby jako bezdomnej na podstawie czynników zewnętrznych wskazujących na bezdomność pacjenta -stanu higienicznego, stopnia zaniedbania, miejsca skąd pacjent został zabrany przez zespół ratownictwa medycznego (ZRM).
Mimo braku obiektywnej możliwości weryfikacji kategorii osób bezdomnych leczonych w SOR, można założyć, że w dużej mierze jest to populacja należąca, według typologii ETHOS, do kategorii "bez dachu nad głową". W badanym okresie w szpitalnych oddziałach ratunkowych bezdomne osoby zostały przyjęte 3133 razy, odpowiednio: 1368 w Szpitalu nr 1, 1248 w Szpitalu nr 2 oraz 517 w Szpitalu nr 3. Zdecydowaną większość pobytów odnotowano w przypadku mężczyzn (91,0% Wyniki Analizy rozpoznań choroby dokonano w oparciu o Międzynarodową Klasyfikację Chorób ICD-10. Zidentyfikowano łącznie 3826 kodów wskazanych przez świadczeniodawców jako kody choroby zasadniczej. W grupie 10 najczęściej postawionych rozpoznań choroby (tab. 1) 13,2% dotyczyło rozpoznań w kategorii zaburzeń psychicznych i zaburzeń zachowania (F00-F99), w tym jedną dziesiątą rozpoznań stanowiło ostre zatrucie alkoholem (F10.0). Było to jednocześnie najczęściej stawiane rozpoznanie w badanej populacji. Pozostałe rozpoznania w tej kategorii dotyczyły zespołu uzależnienia (F10.2) oraz zespołu abstynencyjnego (F10.3).
Z uwagi na różnorodność rozpoznań ICD-10, które występowały w znaczącym stopniu w przypadkach jednostkowych, dalszej analizy dokonano, grupując rozpoznania w kategorie główne ICD-10 (tab. 2).
Rozpoznania kategorii F00-F99 (zaburzenia psychiczne i zaburzenia zachowania) stanowiły 23,3% wszystkich rozpoznań postawionych u bezdomnych pacjentów zaraz za rozpoznaniami kategorii S00-T98 (urazy, zatrucia i inne określone skutki działania czynników zewnętrznych), których odsetek wynosił 40,5%. Spośród rozpoznań w kategorii F00-F99 dwie trzecie stanowiły zaburzenia psychiczne i zaburzenia zachowania spowodowane użyciem alkoholu (F10; 67,34%), a jedną dziesiątą zaburzenia psychiczne i zaburzenia zachowania spowodowane naprzemiennym przyjmowaniem środków wyżej wymienionych (F10-F18) i innych środków psychoaktywnych (F19; 9,88%). Poza tym u pacjentów zdiagnozowano specyficzne zaburzenia osobowości (F60; 5,84%), schizofrenię (F20; 3,82%), upośledzenie umysłowe lekkie (F70; 2,24%) i inne. Szczegółowe zestawienie kategorii F00-F99 przedstawia tabela 3
Zwrócono uwagę na różnicę w liczbie rozpoznań w kategorii F00-F99 zidentyfikowanych w szpitalach. Najwięcej rozpoznań tej kategorii postawiono w Szpitalu nr 1 (95,6%), następnie w Szpitalu nr 2 ( Tabela 3 Zestawienie kodów ICD-10 w kategorii F00-F99 u bezdomnych pacjentów przyjętych w SOR (2013) (2014) (2015) przeprowadzono analizę wykonanych świadczeń medycznych w szpitalnych oddziałach ratunkowych. Analizę przeprowadzono u osób, których pobyty zakończyły się wypisem z SOR (n=2841). Wykazano wykonanie 10 402 procedur medycznych ICD-9 w kategoriach 0-100. W tabeli 4 przedstawiono 5 najczęściej wykonanych procedur medycznych. Stanowiły one 46,6% wszystkich procedur. W grupie tej zidentyfikowano procedurę kliniczno-psychiatrycznej oceny stanu psychicznego pacjenta, która stanowiła 3,87% wszystkich procedur.
Z uwagi na różnorodność poszczególnych procedur medycznych, dalszej analizy dokonano grupując procedury w kategorie główne ICD-9. W tabeli 5 przedstawiono 5 najczęściej wykazanych kategorii głównych ICD-9. Jedną dziesiątą stanowiła kategoria 94 -Zabiegi związane z psychiką. Zdecydowaną większość (99,4%) wykonano w Szpitalu nr 1, pozostałe 0,6% w Szpitalu nr 3.
W kategorii tej ponad jedną trzecią stanowiła kliniczno-psychiatryczna ocena stanu psychicznego (94.111). U co szóstego pacjenta dokonano psychiatrycznej oceny stanu psychicznego, a co siódmego pacjenta skierowano do ambulatoryjnej opieki psychiatrycznej (tab. 6).
Omówienie wyników
W piśmiennictwie polskim nie ma prac, które opisywałyby zaburzenia psychiczne i zaburzania zachowania w populacji bezdomnych pacjentów przyjmowanych w szpitalnych oddziałach ratunkowych. Mimo że opieka nad bezdomnymi osobami stała się codziennością w szpitalnych oddziałach ratunkowych [33] [34] [35] [36] , a zaburzenia psychiczne i zaburzania zachowania są diagnozowane w populacji bezdomnych osób stosunkowo często, literatura na ten temat jest uboga, zwłaszcza w Europie. Wyniki badań przedstawiają zróżnicowane dane, a ich analiza pokazuje złożoność problemu.
Jak wykazały wyniki badań własnych, bezdomni pacjenci w SOR to głównie mężczyźni w tzw. "sile wieku" 
